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Abstract 
 
 
 Health disparities and inequities that affect the African American (includes those who 
consider themselves of African descent and/or Black individuals) women and their babies appear 
to be less dependent upon age, economic status, or education, as once considered previously. 
Further, it was thought that the prevalence of diseases and ill health were only attributed to 
poverty, lack of education/resources and social support. However, although these factors can 
cause the pervasiveness of disease, there are larger forces at play. Even when African American 
women have a pregnancy at an optimal age, are well educated, and have adequate income, poor 
birth outcomes still persist. It was not until more recently that researchers began to explicitly 
consider whether or not racial discrimination and other environmental conditions explain the 
health disparities among both African Americans and Whites. African American babies are twice 
as likely to be born with a low birth weight (less than 5 pounds, 8 ounces) and are more than 1 ½ 
times more likely to be born prematurely compared to infants of other racial or ethnic groups. 
Further, African American women are 4 times more likely to experience life threatening health 
complications from pregnancy versus their White counterparts.  
In order to move towards closing the health disparity gap between African American and 
White mothers and their babies, the Black Infant Health Program (BIH) program was 
established. The BIH Program provides many services for prenatal and postpartum women 
including, monthly home visits from a Public Health Nurse and Community Advocate, referrals 
for health care and other community resources, education and support to reduce the risks of 
problems such as breastfeeding difficulties, cradle cap, and Sudden Infant Death Syndrome 
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(SIDS), networking opportunities with other families, and free classes, support groups, and 
workshops (i.e.: Mother’s Empowerment Group and BIH Well Program).  
 Correspondingly, my internship with this program focused on learning and understanding 
the policies and procedures for implementing group interventions and enhanced social service 
case management, implementing the grant writing process, researching the social determinants of 
health in the African American community, identifying the Santa Clara County’s community 
needs through program evaluation, as well as program planning and facilitating for the Mother’s 
Empowerment Group. Pregnant and parenting African American women benefit from the BIH 
program by becoming empowered to make positive choices for themselves and for their families 
and communities. Thus, this positive mentality will impact future generations of African 
American women, babies, and their families.  
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Introduction 
 
The Santa Clara County Black Infant Health (BIH) Program, funded by the Department 
of Health Services, was established in 1989 to better meet the health-related needs of prenatal 
and postpartum African American women.  BIH programs have now been established in 17 
counties in California and service about 300 families per year. The main priority of this program 
is to address the poor birth outcomes that disproportionately affect the African American 
community; such as infant and maternal mortality, low-birth-weight, and preterm birth, to name 
few. The ultimate goal of the BIH Program is to improve the health of African American 
mothers and their and infants in California, as well as to work towards addressing and decreasing 
the Black:White health disparities for this population (see Appendix B). As such, the BIH 
Program offers many health and wellness programs and provides ample resources that includes, 
but are not limited to: culturally-sensitive health education, health promotion, social support, 
mental health support, housing references, and other coordinated services for pregnant and 
parenting African American women and their families.  
The BIH Program has greatly expanded and are now providing direct services based on 
comprehensive case management, wellness programs, and home visits. As most of the BIH 
clients have barriers that prohibit them from getting services, the BIH program is bringing 
resources directly to the family and thus, BIH staff gets first hand exposure to the African 
American community and family dynamics so to better address the many health and social 
problems that exist. We are able to provide prevention methods and resources to the family as a 
whole, as well as during wellness workshops before their burdens increase to a larger degree. 
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The BIH Program is constantly seeking ways to better serve their clients and offer new 
and innovative ways to expand their wellness programs to promote positive behavioral changes 
while improving the clients’ physical fitness, nutrition, mental health, and over all well being. As 
such, the BIH Program offers a Mother’s Empowerment Group (MEG) as well as the BIH Well 
Program (pronounced Be-Well). These programs are designed to increase participants’ 
knowledge of the components of interconception and postconception health in order to work 
toward positive behavioral changes in African American women and their families.  The MEG 
Program (which I helped plan and facilitate) provides ample support to foster knowledge of 
motherhood, overcome barriers, and meet health goals and challenges of prenatal and postpartum 
fitness that will reduce risks health issues that affect this population—gestational diabetes and 
pre-eclampsia, for instance.   
 The purpose of this paper is to shed light on the many ill health effects that 
disproportionately impact the African American community. This paper will provide background 
on the disparities and social injustices faced by African American women and their families, as 
well as the efforts and services the BIH Program provides in order to address and reduce these 
inequities.  
 
 
Background 
 
 
Description of Public Health Problem  
 
From a public health standpoint it is evident that there are structural deficiencies, such as: 
economic, political, and social differences that can account for the major health disparities in the 
African American population. It was thought that prevalence of diseases and ill health were 
attributed to poverty, lack of education/resources and social support. However, although these 
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factors can cause the pervasiveness of disease, there are larger forces to consider. Even when 
African American women have a pregnancy at an optimal age, are well educated, and have 
adequate income, poor birth outcomes still persist. It was not until more recently that researchers 
began to explicitly consider whether or not racial discrimination and other environmental 
conditions explains the health disparities among both blacks and whites. 
The article “Social Sources of Racial Disparities in Health,” by Williams and Jackson, 
illustrates various racial differences in mortality between Blacks and Whites by exploring 
specific causes of death as well as the socioeconomic circumstances that contribute to racial 
inequities in disease. Williams and Jackson provided the main socioeconomic circumstances that 
cause racial disparities and by doing so, it is evident that not one, but all of these factors are 
responsible for sustaining inequalities in health among various races (Williams and Jackson; 
2005). Thus, race alone cannot cause major health differences between Blacks and Whites, 
rather, socioeconomic status and inequities in certain environments causes these differences.  
Furthermore, a study presented in the article, “Racial Discrimination, Psychological 
Distress, and Self-Rated Health Among US-Born and Foreign-Born Black Americans” was the 
first to obtain data that observed the Black/White birth disparities that can also be explained by 
racial discrimination. In this study, it was found that discrimination and racial differences can 
directly affect birth weight of newborns and cause preterm delivery in African Americans. 
Additionally, preterm delivery and low birth weight can increase the risk of infant mortality and 
diseases later on in adulthood. Racial discrimination alone can cause ill health effects in a 
newborn that can eventually lead to problems with education, which then leads to lower income, 
then poorer health practices, which all ultimately lead to premature mortality. Hence, since black 
individuals are much more discriminated against, their risk for preterm delivery or low birth 
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weight is increased, which eventually can lead to a higher rate of premature death compared to 
Whites (Krieger, Kosheleva, Waterman, Chen, Koenen; 2011).  
The California Department of Public Health reports African American infants are nearly 
three times more likely to die than White infants. In 2006, the infant mortality rate for African 
Americans in California was 11.4 deaths per 1,000 live births compared to 4.7 deaths per 1,000 
for non-Hispanic White babies. Similarly, in Santa Clara County, African American infants die 
at disproportionate rate as well. Data from 2005 reports that the infant mortality rates in Santa 
Clara County was 10.4 deaths for African Americans versus 3.5 for Whites and 5.3 for 
Hispanics. Furthermore, in Santa Clara County African Americans comprise only 2% of the 
female population of child bearing age (15-44 years of age); however, they account for an 
alarming 42% of all infant deaths (CDPH; 2014).  
Additionally, in California African American babies are twice as likely than White 
infants to be born with low birth weights. In 2006, the percentage of African American babies 
born with low birth weight was 12% percent versus 6.3% for non-Hispanic Whites (CDPH; 
2014). Thus, the risk of having low-birth weight babies is much higher for women who are of 
lower-income or poor, who are African American, younger than age 17, have little or no prenatal 
care, gain less than 20 pounds during pregnancy, have inadequate or poor diets, who use 
excessive amounts of alcohol, abuse illicit drugs, and those who smoke (CDPH; 2014). While 
most women have a normal term pregnancy and deliver a healthy infant, this is not the 
experience of many African American women in California. Disparities exist in pregnancy-
related death, preterm birth, and fetal and infant mortality.  
Health inequities and disparities in health due to preventable and unjust economic and 
social factors can create barriers to opportunity for better health. Some factors that 
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disproportionately affects African Americans are racism, discrimination, stress, lack of social 
class and power, lack of stable housing, poverty, and issues with immigration. Current scientific 
studies and understandings suggest that experiencing these kind of stressful conditions during 
pregnancy and throughout life can have major adverse effects on a woman’s health and the 
health of her baby (Krieger, Kosheleva, Waterman, Chen, Koenen; 2011). 
What is more, maternal mortality rates among this group are rising dramatically. Obesity 
in African American women perpetuates the risk for many maternal complications, such as 
preterm labor, diabetes, and many other diseases that contribute to the mortality rate among this 
population.  
 
Description of Agency’s Response to the Problem  
 
 It is evident that the African American community in Santa Clara County experiences a 
disproportionate amount of negative health effects. Consequently, BIH seeks to reduce the 
alarming death rate for African American infants, increase prenatal care during the first 
trimester, and cultivate the continuity of health care services during the perinatal period for 
African American women. The BIH program identifies the at-risk pregnant and parenting 
African American women and provides them with assistance in obtaining and using the proper 
medical care and other family support services; such as, housing and mental health services. This 
program also provides case management services to assure the provision of appropriate care for 
the mother and her infant through the first two years of the infants’ life. When a client is referred 
to the BIH program (either prenatal or postpartum), she is assigned a Community Outreach 
Specialist and a Public Health Nurse. During the pregnancy, the Community Outreach Specialist 
and Public Health Nurse, schedule home visits at least once or twice per month during the 
client’s pregnancy to assure that she is on the right track for giving birth. The Public Health 
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Nurse takes the mother’s and baby’s vitals and gives the mother educational material as to 
inform her about healthy pregnancy practices to ensure she and her baby are at optimal health. 
During the intakes, the Community Health Specialist works with the mother to produce an 
Individual Care Plan (ICP), which identifies the clients’ goals, strengths, needs, and barriers. 
Depending on the information provided, the mothers are given referrals for prenatal, 
interconception, pediatric, mental health care, substance abuse treatment, social services, and 
educational needs. Further, the BIH staff does case conferencing to monitor the progress the 
clients have made in achieving the goals identified in their ICPs. Upon entering the BIH 
program, the mothers are also asked to attend the Mother’s Empowerment Group for both 
prenatal and postpartum stages of pregnancy, interventions that are designed to encourage and 
support the women’s health and that of her baby. 
 
 
Implementation of the Project/Methods Used 
 
 
My primary project for this internship was to modify the curriculum, PowerPoint 
presentations, and help facilitate the classes for the Mother’s Empowerment Group (MEG). 
MEG is designed to encourage and support mothers to have a healthy pregnancy. These sessions 
are culturally relevant to our African American mothers and have helped them develop and 
maintain healthy and positive behaviors. The group builds on strengths to enrich the mothers, 
their families, and their communities by empowering them to make healthy decisions. The group 
honors the unique history and traditions of people of African descent and provides mothers with 
information that is important to them as African American women.  
The 20 session group intervention (10 prenatal sessions and 10 postpartum sessions) 
consists of classes that combine awareness of the African American/White health disparities, the 
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importance of proper nutrition, diabetes education/management, and healthy behaviors as well as 
an exercise portion for 30 minutes, all in a 2 hour weekly meeting that began in early August.   
The state of California provides the BIH Programs a specific curriculum to abide by. 
Before the classes began my duties were to modify the curriculum so to be more relevant and 
exciting to young mothers while still preserving all the entities that the state-mandated 
curriculum provided. Because this program is encouraging empowerment within the African 
American mothers, these meetings are not considered “classes”, but rather “sessions” where a 
great portion includes the participation and brainstorming of the mothers. As such, I was 
considered a group facilitator that led discussions on the importance of our African American 
heritage, healthy relationships, stress management skills, goal setting and life skills, effective 
parenting, life with a new baby, baby’s first years, and nutrition and fitness as it relates to inter-
conception and post-natal health.  
With the MEG program we are applying the theoretical constructs of social change, 
health behavior, and social justice in planning community interventions. With this program, BIH 
is demonstrating the ability to utilize the proper statistical and epidemiological tools to assess 
community needs, to then implement a program such as MEG to meet these needs. BIH also uses 
the Empowerment Theory, which provides an innovative way to think about and understand 
social issues. This theory provides ‘“an integrative holistic approach to meeting the needs of 
members of the oppressed groups”’ (Baffour and Chonody; 2012; Pg. 509). Oppression is 
structural in nature and thus produces various physical and emotional consequences, including ill 
health outcomes for the marginalized groups. For this reason, BIH offers group sessions to 
provide strong social support and community linkages in hopes to mitigate the negative 
outcomes that are inevitable with oppression.  
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Results/Findings 
 
During the four month period that I was involved with the BIH Program I observed how 
this program is extremely efficacious, not only from the data on the various goals reached, but 
directly from the women involved in this program. The MEG sessions and client-based 
interventions are very sustainable as most of the mothers continue services with BIH for 
subsequent pregnancies and received support for two or more children. For instance, one mother 
is currently in our prenatal group and has been involved with the BIH program for 13 years and 
started the program during her first pregnancy. Moreover, during one of the outreach events, one 
woman came to our booth to praise us and the services offered to clients. She explained how 
grateful she and her daughter were for a program such as this, as her daughter received a car seat, 
stroller, and various resources from the BIH Program that she otherwise would not have received 
to take care of her baby.   
The BIH Program has an extensive evaluation database, created by the Department of 
Health Services that generates outcome reports on BIH clients and their children. This data is 
input after every home visit and intake report. Additionally, a formal assessment of BIH clients 
revealed that a significant number experience gestational diabetes, and more than 60% were 
overweight prior to pregnancy and continued that trend after pregnancy.  A survey of clients 
revealed many had limited knowledge and little access to information and resources to combat 
the problem making BIH clients at risk for maternal complications such as preterm labor, 
diabetes and other diseases. According to the article “Lower Rates of Low Birth Weight and 
Preterm Births in the California Black Infant Health Program”, the BIH intervention programs 
contribute to the observed lower rates of very preterm and very low birth weight outcomes 
(Willis, Eder, Lindsay, Chavez, Shelton; 2004; Pg. 321).  Thus, the BIH program is proven to be 
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a success, not only seen in research articles, but also seen within the office and during our group 
sessions. To listen to these mothers and to see positive changes in their lifestyles is very 
empowering to me personally. With the proper information and positive support, I see how 
critical this program is to the lives of African American women and their children.  
 
 
Application of Results/Public Health Significance 
 
 
 Infant mortality, low birth weight rates and other negative health outcomes among 
African American women continue to persist and disproportionately affect this population. Thus, 
it is vital communities have programs, such as BIH to foster empowerment and increase the 
knowledge and skills of African American women, so to take control of their health behaviors 
and essentially, their lives and the lives of their babies. Organizations like BIH recognize the 
need for public awareness and community involvement to encourage African American women 
to make informed health decisions—which is extremely significant from a Public Health 
standpoint. Using the theoretical constructs of social change, health behavior and social justice in 
planning community interventions, as well as the Empowerment Theory, BIH also seeks to 
influence the community to participate in this specific cause and create an environment in which 
individuals and communities are able to increase their competence and ability to create healthier 
generations of African American children. The BIH Program is encouraging mothers, 
professionals, community representatives, funding agencies, policy makers, and the like, to work 
together to meet the needs that our African American mothers identify. We are giving confidence 
to our African American mothers and giving them the proper resources to ensure healthy 
pregnancies as well as during perinatal periods.  
 
 13
 
 
 
Competencies Addressed 
 
 
With the MEG program we are applying theoretical constructs of social change, health 
behavior and social justice in planning community interventions as well as demonstrating the 
ability to utilize the proper statistical and epidemiological tools to assess community needs and 
program outcomes. Again, the MEG program was introduced to help educate and empower 
African American women who are a part of the staggering negative statistics in the research 
concerning African American babies versus their White counter parts.  
In addition to planning and facilitating the MEG Program, I was also involved with many 
other projects during my time as an intern. For instance, I participated in three community 
outreach events (Santa Clara County Festival, Juneteenth, and Celebrating Healthy Family by the 
Sureway Ministry and Women’s Consortium) and attended many conferences (i.e.: 
African/African American Health Summit) with various stakeholders of San Jose who are 
invested in the health and wellness of the African/African American population of the Santa 
Clara County. During this internship, I fulfilled many of the USF Internship Objectives 
(Appendix A). For instance, I increased my skills of fostering coalitions and collaborations with 
community based organizations (CBOs) within the Santa Clara County like with the 
African/African American Health Summit. The purpose of this conference was to bring 
community stakeholders together to unveil the statistics and findings of a year-long study that 
compiled information and data on the disparities of the community’s healthcare knowledge, 
services, and usage. The researchers presented their data to demonstrate the huge health gap 
between the African American populations versus other racial and ethnic groups.  During our 
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break out sessions, I was able to meet and connect with many people from different CBOs as we 
came up with solutions to effect change within the Santa Clara County. Supervisor Cindy 
Chavez from the Office of the Board of Supervisors also sent a representative to this meeting so 
that she too could be informed with what the community stakeholders are doing, so to hopefully 
find ways to change policies. As stakeholders we achieved the competency of demonstrating the 
ability to utilize statistical and epidemiological to assess the community needs. In this case we 
used the year-long study to come up with ideas on various solutions in closing the health 
disparities, we articulated the relationship between healthcare delivery and financing, public 
health systems, and public policy, and we identified and applied ethical, moral, and legal 
principles in all aspects of Public Health. Additionally, we proposed Public Health programs and 
strategies responsive to the diverse cultural values and traditions of the African American 
community.  
Much of my work with the BIH program was community outreach, advocacy efforts, and 
health education development. With community outreach events, I learned the process of what it 
takes to set up a booth at a festival or community event/outreach opportunity. Before this 
internship, I always attended the events as a visitor to enjoy the festivities. However, for the 
Santa Clara County Festival and Juneteenth, I learned what it takes to be a vendor and actually 
be the one to do community outreach. For instance, with the Juneteenth festival, as a health 
education stakeholder, I explained what the BIH program consisted of, who we served, and the 
services provided as individuals passed by. We handed out general information brochures about 
the program and other services and programs that were available to the individuals and the 
community at large. If families had more particular questions we handed out brochures directed 
toward their needs. For instance, a young pregnant woman came by our table and we 
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administered information about the benefits of breastfeeding, immunizations, information on 
SIDS, preventative sleeping habits that one should use with babies, and many other educational 
tools.  
 During my internship experience, I also went on home visits with the Public Health 
Nurse and Community Outreach Specialist to reach the African American mothers on a more 
personal and individualized level. During the home visits we assessed, monitored, and reviewed 
the health status of the population and their related health determinants through a mother and her 
baby. Meaning that even though we only went to a few mother’s house and assessed and 
monitored her baby and situation, her experiences and living situations are similar to the African 
American population that we serve as a whole at BIH department.  
Also during the home visits, we specified approaches for assessing, preventing, and 
controlling environmental hazards that pose a risk to human health and safety. We also discussed 
all the ways that the house should be baby-proofed as it were, since the baby is learning how to 
crawl and pull himself up. We made sure to explain in detail the modifications that the mother 
should change in her apartment so to eliminate any risks to the baby’s health and safety. 
 Finally, I also worked with my supervisor to complete a Concept Paper application for 
funding opportunities for the March of Dimes Community (MOD) Grant Program. Our MOD 
Concept Paper was accepted and we were invited to complete a full grant proposal with which I 
helped to obtain additional funding for the BIH Well Program (pronounced Be Well) (see 
Appendix C for BIH Objective Form for objective 1, year 1). This program will promote positive 
behavior changes while improving physical fitness, nutrition and overall well-being. The BIH 
Well project uses evidence-based science to drive its objectives and various activities. This 
project seeks to align with the March of Dimes preconception health education and behavior 
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change goals so that participants will be provided with culturally relevant support to overcome 
barriers to wellness while meeting the goals and challenges of prenatal/post-natal fitness, as well 
as reducing risks for gestational diabetes and pre-eclampsia. Empirical research outcomes show 
that African American women and their families respond well to health information when a 
variety of tools and methods are used. In addition, researchers note that the combination of both 
diet and exercise helped African American women lose weight after childbirth and women who 
received exercise counseling improved their overall health and behaviors (Philips, 2014). The 
previous BIH Well pilot project results showed that many African American women made 
positive health changes for themselves and their families. Thus, we are trying to obtain funding 
to continue the BIH Well program and to maintain the positive behavioral changes within the 
African American community.  
 Finally, because this program encompasses so many aspects of health and wellness in the 
African American community, there is a wide array of learning opportunities and I believe I 
addressed all the core knowledge areas. Biostatistics was involved when I did home visit intakes 
and collected data on the mother’s health and wellness. For each project I was involved with, 
Epidemiology was utilized when understanding and being sensitive to the root cause of the 
negative outcomes for African American mothers and their babies. With the MEG sessions, the 
Social and Behavioral Sciences were pertinent when promoting healthy lifestyles and behaviors. 
During home visits, Environmental Health was a huge aspect as it was very important for us to 
explain to the mothers that she should foster a healthy and safe environment for the baby to grow 
up in (i.e.: removing all pillows and covers while the baby sleeps to prevent SIDS and baby-
proofing the house when the child begins crawling). When I went to various conferences and 
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community outreach events I was able to address Public Health Administration and Leadership 
in the Santa Clara County community.  
  
 
Conclusion 
 
Although biology can play a role, there is a link between society and biology and we 
have to consider the evolving patterns of social inequities in health within the African American 
community. Direct services are based on comprehensive case management conducted by Public 
Health Nurses and Community Outreach Advocates during group sessions and family home 
visits.  With this internship, I obtained first hand exposure to African American family dynamics 
within the Santa Clara County community and I had an opportunity to address many health and 
social problems during my time at BIH. Overall, this fieldwork was a phenomenal experience 
and I honestly met all the goals and objectives I had planned and more (see Appendix A). I also 
felt that I addressed all of the proposed activities to fulfill each core competency as well as the 
cross-cutting interdisciplinary values during the course of my internship.  
Personally, I learned that I am the type of person who wants to be on the forefront of 
public health. I found that I like to work directly with the community and get my hands dirty so 
to speak. I like to see change, not just hear about it. To be able to see that these women are 
empowered and are building strength and resilience in their tough times is very rewarding. Thus, 
as I continue to gain experience in the public health arena, I found that I want be on the front line 
and wish to work directly with the clients and their families. This program not only deals with 
prenatal and post-partum experiences, it also deals with mental health, physical health, emotional 
health, and spiritual health. The BIH Program encompasses everything that I am interested in 
doing in the public health arena and that I have learned in our MPH program. I am honored to 
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have been apart of the BIH Program and will actually continue to volunteer my services during 
the course of the MEG sessions as I have not only built a report with these women, but also have 
built friendships.  
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Appendix A 
 
Supervised Field Training in Public Health 
Student Learning Contract—Attachment 1 
 
Goal 1: 
Objectives (S) Activities Start/End Date Who is Responsible Tracking Measures 
To understand and assist in 
 
Assist in the organization of 5/2/2014 --August  Beverley White  Understanding of the duties of  
responsibilities, duties, and health fairs, classes, events   Public health educators, 
work of a Public Health  and other related health    Nurses and related BIH 
Staff at BIH  Programs    Staff  
 
Goal 2: 
Objectives (S) Activities Start/End Date Who is Responsible Tracking Measures 
Assist in the construction of a  Assist with in-home or  
fac 
5/2/2014 –August  Beverley White   Data collection of valuable wellness 
community wellness needs  
 
Facility assessment data    resources and performance of client 
assessment within the black commun. collection    Intake assessments  
 
Goal 3: 
Objectives (S) Activities Start/End Date Who is Responsible Tracking Measures 
To increase understanding of how to Work with program managers  5/2/2014 –August  Beverley White   Grant  
To develop, submit, receive  assemble, proofread, and submit    
approval for wellness grant appropriate grant material to     
proposal  PHD admin and grant funders    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Goal 4: 
Objectives (S) Activities Start/End Date Who is Responsible Tracking Measures 
Increase skills of fostering coalitions Conduct outreach to faith orgs and  5/2/2014 –August  Beverley White  Degree to which I informed and  
And collabs with health care providers, Fitness and wellness programs    Maintained positive  working relation 
Comm based orgs and faith orgs    ships with health providers 
Within the county     and comm orgs  
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Master of Public Health Program 
MPH Program Competency Inventory—Attachment 2 
 
 
USF MPH Competencies 
 
Proposed Activities 
Number of 
Hours 
(Estimated) 
1.   Assess, monitor, and review the 
health status of populations and 
their related determinants of health 
and illness. 
Work with program managers to collect and 
assemble current health data pertaining to 
African American women and families and 
impact of environment on health  
200+ 
2.   Demonstrate the ability to utilize 
the proper statistical and 
epidemiologic tools to assess 
community needs and program 
outcomes. 
Assist BIH program staff with prenatal and 
postpartum in-home or facility assessment data 
collection to go over proper behavioral 
interventions for the mother and her family. 
Intern will learn SPSS software  
100+ 
3.   Identify and prioritize the key 
dimensions of a public health 
problem by critically assessing 
public health literature utilizing both 
quantitative and qualitative 
sources. 
Assist in the construction of a community 
wellness needs assessment within the 
African American community by 
comparing previous literature and 
successful program modalities  
50+ 
4.  Specify approaches for assessing, 
preventing, and controlling 
environmental hazards that pose 
risks to human health and safety. 
Perform client intake assessment information, on the 
phone and in person to construct a community 
wellness needs assessment within the African 
American community 
50+ 
5.  Apply theoretical constructs of 
social change, health behavior and 
social justice in planning 
community  interventions. 
Attend and assist with program related 
educational workshops that apply 
theoretical constructs of healthy behavioral 
changes and interventions  
50+ 
6.  Articulate the relationship between 
health care delivery and financing, 
public health systems, and public 
policy. 
Work with program managers to assemble, 
proofread, and submit appropriate grant 
materials to PHD administration and to 
grant funders 
50+ 
7.  Apply evidence-based principles to 
the process of program planning, 
development, budgeting, 
management, and evaluation in 
public health organizations and 
initiatives. 
Intern will assist in program evaluation of 
African American Ancestry Program, assist 
with grant proposal, and work closely with 
BIH program and Advisory Board for future 
programs and initiatives  
60+ 
8.  Demonstrate leadership abilities as 
collaborators and coordinators of 
evidence based public health 
projects. 
Foster coalitions and collabs to inform and 
maintain positive working relationships with 
health providers and community service orgs 
who service black women and their families 
50+ 
9.   Identify and apply ethical, moral, 
and legal principles in all aspects of 
public health practice. 
The Intern will shadow health education 
specialists and public health nurses and 
nutritionists identify ethical, moral, and legal 
principles in the BIH department  
100+ 
10. Develop public health programs 
and strategies responsive to the 
diverse cultural values and 
traditions of the communities being 
served. 
Work with BIH clerical staff to complete 
clerical projects pertaining to the daily 
operation of the BIH program and Advisory 
Board which fosters BIH’s diverse cultural 
values and current traditions  
 
200 
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11. Effectively communicate public 
health messages to a variety of 
audiences from professionals to 
the general public. 
Conduct outreach to faith organizations and 
groups regarding fitness and wellness 
programs as well as assist in workshops 
given to pregnant or post-partum mothers 
40+ 
12. Advance the mission and core 
values of the University of San 
Francisco. 
The Intern will learn about processes of improving 
quality and service efficiency within an underserved 
population and perform outreach and interventions to 
improve the health of and empower black mothers  
300 
 
CEPH Core Knowledge Areas 
 
Proposed Activities 
Number of 
Hours 
(Estimated) 
Biostatistics Use SPSS software for data collection  40+ 
Epidemiology Collection of current health data pertaining to 
black mothers in Santa Clara County to 
understand root cause of infant mortality rates 
100+ 
Social and Behavioral Sciences Prenatal and postpartum in-home or facility 
assessment data collection to administer 
proper behavioral interventions  
100+ 
Environmental  Health Home visits to collect data on the mother’s 
safety, wellness, and health in her current living 
situation  
50+ 
Public Health Administration and 
Leadership 
Foster coalitions and collabs with health 
care providers, community based orgs and 
faith communities within the county 
40+ 
Cross- 
Cutting/Interdisciplinary 
Values 
 
Proposed Activities 
Number of 
Hours 
(Estimated) 
Communication and Informatics Plan to conduct outreach to faith organizations 
and groups regarding fitness and wellness 
programs, etc. 
40+ 
Diversity and Culture Will collect and assemble of current health data 
pertaining to African American women and 
families 
300 
Leadership Will be the lead organizer of health fairs, 
classes, events and other health programs  
50+ 
Professionalism Will inform and maintain positive working relationships 
with health providers and comm service orgs that service 
black woman and their families  
300 
Program Planning Attend and assist with program related 
educational workshops to generate future 
community wellness programs 
50+ 
Public Health Biology Will shadow health education specialists and 
public health nurses and nutritionists during 
home visits  
50+ 
Systems Thinking Will foster coalitions and collab skills with community orgs, 
faith communities, and staff within the Santa Clara County 
BIH program to improve quality and services for black 
mothers and their families  
200+ 
 
 
 
 
  
 
 
Conceptual Framework used for the Black Infant Health Program 
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